The policies and practices of early childhood teaching in Aotearoa New Zealand have been an ongoing site of political, economic, social and cultural contestation. Competing values and beliefs regarding experiences of both the child and the teacher have been central to the contesting. Helen May (2001 May ( , 2009 ) tracks these tensions through the waxing and waning of particular landscapes or paradigms, each of which can be seen to have contributed to the growth of the early childhood sector, its purpose, operations, manifestations, and its arguably tenuous cohesion as an educational sector. This paper provides a brief overview of the various paradigms, their purposes, and their spheres of influence (recognising that other papers in this special issue will contribute to a very detailed picture of early childhood education in Aotearoa) before analysing the discourses of child health in relation to the early childhood curriculum. Health is woven into the strands and principles of Te Whāriki (Ministry of Education [MoE], 1996). Yet, this paper questions whether teachers and student teachers are attuned to what it means to have health as a key part of the curriculum, and explores whether health is a marginal consideration in the curriculum. The paper engages Foucault's work, exploring tensions between pedagogical and medical disciplines in relation to the professionalisation of early childhood teaching. The idea of holism is then discussed as an approach to early childhood education curriculum discussions with reference to the participatory approaches to the development of Te Whāriki.
A point to looking for health in the curriculum
The development of this paper began with a question regarding health knowledge as knowledge of care, including the sufficiency of paediatric health knowledge in contemporary early childhood teacher education -a concern raised by teacher education graduates who believe that the academy is preparing underprepared teachers (see for instance Bates, 2016) . Internationally, scholarship on early childhood education indicates a perceived absence of theory regarding the care of children (Wood, 2015) . This is particularly the case for the teachers of infants and toddlers (Rockel, 2014) . An absence of theory may suggest an absence of attention to the role and practices of the teacher when it comes to care, and in particular in this paper when it comes to the health of the child (Hayden & Macdonald, 2000) . In addition, an absence of theory may suggest a lack of vision and collaboration when it comes to the guidance and governance of the early childhood education sector (Hayden & Macdonald, 2000) .
The early childhood sector in Aotearoa New Zealand has largely been recognised as a diverse sector with a plurality of contending philosophies and politics -encapsulated most notably in Helen May's (2009) Politics in the Playground. Politics pervades the sector, and reflects the many different entry points through which the many different actors within the sector operate: health, employment, ability, development, behaviour, intervention, economy, achievement, security, innovation, citizenship, community, sustainability, spirituality, vocation -all matters of political interest that attract often competing values and beliefs and maintain a very healthy sense of perspective. That there are differences in perspective is something to be valued. This value is recognised in the high level of consultation evident in the development of Te Whāriki. The high levels of consultation arguably reflected an appreciation that top down curriculum development would have limited resonance with and for early childhood centre communities.
These concerns reflected changing roles and conditions for early childhood centres. Increased participation at earlier ages and for longer hours, and with an ongoing provision of "woefully poor parental leave" (Lee, Carr, Soutar, & Mitchell, 2013, p. 21) , requires reconceptualisation of the role of the centre community. For instance, according to Shackel "the role of extended families has been eroded in many cultures due to their living in different urban centres, with families and social networks being more geographically dispersed than in previous generations" (2015, p. 57) . However, the "training of early childhood teachers is also of concern, for it is not well suited to the multiagency role of children's centres" (Pugh, 2015, p. 77) .
One of the key intentions of Te Whāriki is to recognise the complexity of centre communities by avoiding prescription. The guidelines raise awareness of what is regarded as important in the curriculum and then invites centres to engage. In recognition that centres may need a little more curriculum support, the Ministry provides quality indicators, licensing criteria and some online resources. The online resources for wellbeing in the curriculum included, when researched for this paper, a link to an expired webpage on physical activity, a link to the national campaign for eating fruits and vegetables, and a link to one primary school health and wellbeing resource developed by a teacher for her classroom.
This poverty of information on health is of particular concern for advocates for infants and toddlers. And so while the focus on infants and toddlers in Te Whāriki "anticipated a more recent rapid growth in demand for ECE provision for infants and toddlers" (Lee, Carr, Soutar, & Mitchell, 2013, p. 21) , there is a concerning lack of collaboration regarding what teachers should know and do; or about how knowledge of health could and should be evident in the early childhood curriculum. In addition, there appears to be little action in engaging communities, and nations, in discussing where health is in the early childhood curriculum.
The first and second section of this paper explores the development of ideas of health and education in the early childhood curriculum. While the focus is on Aotearoa New Zealand, comparable trends in other countries are of relevance to the analysis. The work leads to questions about how health is being 'used' through various paradigms and regimes of early childhood education that may be seen to have taken care and education in different directions.
The final section uses Foucault and others to explore the way in which we understand health in an educational sense that has shaped the curriculum in particular ways and that has resulted in a resistance to particular kinds of knowledge, particularly knowledge about the health of the child as being something un-educational. Yet health is very much a part of the curriculum. And Te Whāriki (MoE, 1996) as the manifestation of the curriculum is an important political document because it remains a site of contestation and interpretation. Hence, the task is not to suggest there is no health in the curriculum but rather to look at how it draws out questions concerning health. The health and education of a child and her nation
In Aotearoa/New Zealand, as in many other nations, early childhood education's association with the health of the child has long been recognised. This recognition begins with the knowledge and practices of the Māori as the indigenous, tangata whenua (generally translated as people of the land). Research of Māori cultural practices speaks of an interwoven and holistic approach to health, wellbeing and education that continues to be theorised and applied in the education and health of Māori (see for instance Drewery & Claiborne, 2014; Pere, 1991; Reedy, 2003; Smith, 2005) . With the arrival of colonial British and to a lesser extent French, the interconnection of health and education has additionally been influenced by the work of European Romantics and Anglo American progressivists who regarded that the young child's body and mind were maturing poorly due in part to changing societal conditions, and also due to a poverty in understanding the true nature of the young child's healthy education (see for instance May, 2009).
Globally the child's health and education have been through several 20th century iterations influencing Aotearoa New Zealand: from the child whose contribution was to be physically healthy, to physically and psychologically healthy, to physically, psychologically, socially healthy, and then to physically, psychologically, socially and autonomously/economically healthy (May, 2001 ). These iterations have been evident in archetypal or emblematic early childhood 'services' that regarded health and education to be a matter of mutual interest when dealing with the young child (see for instance Alderson, 2015 , on the McMilllans, and the Preschool Playgroups Association in England). The middle decades of the 20th century were also significant for health and education through the building of an international convention for the rights of children. With regards to the health of the child, Smith (2015a, p. 35) highlights: Article 19, that states that the child should be protected "from all forms of physical or mental violence, injury or abuse, neglect or negligent treatment, maltreatment or exploitation, including sexual abuse, while in the care of the parent(s), legal guardians(s) or any other person who has care of the child"; and Article 6, requiring that "children's survival and development should be supported" (Smith, 2015a, p. 36) . The Convention supports an approach to education that allows for more of a sense of a right to 'health happiness' for the child. Shackel (2015, p. 48) notes that the right of the child to play is justified in part by the association of play with being "happy, healthy, balanced and enriched" as a child.
In Aotearoa New Zealand, Smith (2015b) observes that in th 1970s services were beginning to be organised around a demand for increased daycare, childcare or creche services, aligned with a recognition that women were being constrained by a lack of choice regarding domestic roles (see also May, 2009) . Drawing on the work of Bronfenbrenner, advocates stressed that quality ECE was focused on health and education as interconnected: "warm, responsive, reciprocal social contexts for children, support for early childhood teachers, the inseparability of education and care, and the influence of the wider environments beyond home and early childhood centre of children's development" (Smith, 2015b, p. 83) . However the health sciences were seen to be far more cautious about the benefits of ECE and in particular questioned the impact of attendance for the spread of infectious diseases (Hayden & Macdonald, 2000) .
A report from the Dunedin Multidisciplinary Child Development Study (McGee & Silva, 1982) provides a valuable glimpse at the connections between health, psychology and education in relation to knowing and working with childhood, motherhood, family and early childhood care and education. The study took 1000 of the 1600 children born in one hospital over one year to develop a longitudinal sample of children with a particular intention to detect disorders in children and to determine best approaches for early intervention (McGee & Silva, 1982) . The study entrenched views around the connection between economic status, health, behaviour, intelligence and education (McGee & Silva, 1982) . At the time the Government was seeking a cohesive approach to the organisation of health and education services (New Zealand Council of Educational Research, 1982) .
Calls for increased agency collaboration may have lacked a means to respond to the growing gaps between the medical and psychological experts and the emerging early childhood teaching profession, at least in Aotearoa New Zealand. According to Hayden and Macdonald (2000) the former were concerned with a negative and preventative view of health concerns while the latter were developing an approach to health promotion. These tensions between health and education were mediated by the Department of Social Welfare (DSW) in terms of the administration of early childhood care and education in 'childcare' until 1986, when responsibility shifted to the Department of Education (Lee, Carr, Soutar & Mitchell, 2013) and the roles of the carer and teacher became concerns of a more-or-less coherent sector with the development of a new integrated teaching qualification. Smith (2015b) argues that integration has been a key aspect of ECE in New Zealand policy that has led to international recognition. By integrated Smith (2015b, p. 84 ) is referring to, during the mid-1980s, "the integration of all early childhood services into one government department" rather than the integration of different social, educational, medical and psychological disciplines into one service. However enduring tensions between different centre services (for instance differences between sessional public kindergartens, te Kohanga Reo Māori language 'nests', and full day private childcare) and the identity of the teacher (May, 2009) were exacerbated by the growth of private and for profit childcare services set up following increases in government funding. Funding had been hard fought by groups aligned more closely with public provision and raising public awareness of the shared cost of quality early childhood experiences (May, 2009 ).
During the late 80s and 90s, fuelled by concerns regarding the quality of childcare, Government focused on teacher education that would be "inclusive of care and education, cover programmes for care of babies, and have more emphasis on education studies and the cultural and family context of children's lives" and hence, in terms of the former at least, "breaking down the historical divisions between preschool and childcare training" (May, 2009, p. 207) . Integration of care and education services was accompanied by academic critique of the connections between care and education (Smith, Grima, Gaffney, Powell, Masse & Barnett, 2000) and work towards a national vision and strategy for early childhood education. Of fifteen principles developed in 1988 for ECE, one referred to safety and another to being healthy (Lee, Carr, Soutar, & Mitchell, 2013) . The principles did not fit well with the then medical and psychological model of childhood, the curriculum principles being aligned with a "sociocultural view of learning [and development] as empowering, relational, interconnected and holistic" (Lee, Carr, Soutar, & Mitchell, 2013, p. 18 ).
The principles did appear to fit well, however unintentionally, with a new paradigm of market driven consumer choice. In short, childcare suited a new model of the economy (Brownlee, 2014) . And by the end of the 20th century, in Aotearoa New Zealand as well as in the United States and Great Britain, "a marked rise in standards-based education from an early age … focusing on skills acquisition and development" (Shackel, 2015, p. 59) was associated with the rise of new right politics. While in Aotearoa New Zealand participation is largely talked about without reference to standardisation of an early childhood curriculum, the drivers of stimulating the child's educational outcomes abide. The intent of late 20th and early 21st century policies is no longer to provide choices to families but rather to instil in the nation a sense of the need to make the child available for early childhood education at the same time as making the adult available to work. "Unfortunately the emphasis on increasing the number of children participating in ECE has not been matched by an emphasis on maintaining or increasing quality" (Smith, 2015b, p. 92) .
Health (and wellbeing) in Te Whāriki
As noted in the previous section, during the 1980s integration of early childhood services was a strategic governmental goal. Te Whāriki was regarded as making New Zealand a "world leader in integrating care and education provision in education" (Lee, Carr, Soutar, & Mitchell, 2013, p. 8) . However this applies only to the services which use the curriculum. So how integrated are health and education? To explore this we now look at health in the early childhood curriculum.
Te Whāriki is the nation's ECE curriculum document. The curriculum is introduced as a "first bicultural curriculum statement developed in New Zealand" (MoE, 1996, p. 7), shaped through nationwide consultation by both Māori and Pākehā writers and resulting in a shared series of principles and strands but, importantly, two different cultural expressions of the meaning of these principles and strands for the early childhood sector. The consultative generation of Te Whāriki focuses on "equity and respect for children's rights (and responsibilities), together with the aim of supporting children growing up in a democracy in which they will make a contribution" (Lee, Carr, Soutar, & Mitchell, 2013, p. 3) by showing that such documents should be the result of participation and contribution.
Health is not defined in Te Whāriki, however wellbeing is defined as: "state of physical, social, or emotional comfort, progress, and sound condition" (MoE, 1996, p. 99) in the strand 'Well-being -Mana Atua'. From this strand the centre community is expected to ensure that the "health and well-being of the child are protected and nurtured" (MoE, 1996, p. 15) . Having one's health and well-being "promoted", "nurtured" and "kept safe" (MoE, 1996, p. 15) are the goals of this strand. Being kept safe from harm is described in terms of having "a right to health, to protection from harm and anxiety, and to harmony, consistency, affection, firmness, warmth, and sensitivity" (p. 46). This strand guides the centre community to ensure that there is "frequent communication" within the community about "health issues such as nutrition and inoculations" (p. 47). Teachers are expected to be attuned to indicators of wellbeing -in particular where children are not feeling well. The early childhood centre is expected to be 'meticulous' in its maintenance of a hygienic environment and promote children's knowledge of themselves as health and well, of caring for themselves, and of a sense of wellbeing associated healthy with care routines.
The strand's focus on routines including sleeping, eating and toileting emphasises that these are important elements of health and that they are also important elements of the curriculum through which children are developing an understanding of the relationships with themselves and others.
In addition to the Well-being strand, health is clearly and predominantly associated with the curriculum for the infant. While the documents may well be aspirational (Lee, Carr, Soutar & Mitchell, 2013) and empowering in nature, the infant is constructed in language of "total dependence" and high "vulnerability" (MoE, 1996, p. 22) , emphasising that the health and safety of the infant are the primary tasks of the teacher. The particular "emotional and physical needs" of infants are considered based on the view that infants "are subject to rapid fluctuations of health and well-being" (MoE, 1996, p. 22) . The curriculum also guides that infants require care that is specialised to their needs, that there must be one-to-one, "physically responsive", calm primary care giving, provided by "adults who can tune in to an infant's needs" (MoE, 1996, p. 22) , who are "guided by each infant's individual rhythms", who provide "relaxed routines for feeding, toileting, and nappy-changing" (p. 49), and who can respond quickly to "any changes in an infant's temperature, health, or usual behaviour" (p 53).
Elsewhere in the curriculum health is explicitly mentioned in the strand in relation to being physically active. Furthermore, health features in the curriculum in relation to continuities between early childhood and the then national school curriculum, with advice to teachers on the fit between children's experience of health in relation to the then 'essential learning area' of Health and Physical Wellbeing as well as another connection between the Well-being strand and the school curriculum. These connections emphasise that learning about being healthy is connected to the learning areas and skills of the primary curriculum.
The Education Review Office (ERO) is the Aotearoa New Zealand Government department responsible for regular visits to schools and early childhood centres to assess the quality of education, provide guidance and requirements, and publish public reports. The ERO assesses health and wellbeing of ECE services as part of their review, believing that "children have a right to good health" and that good health is "necessary" for "successful engagement with learning" and "more likely to be confident to explore the environment, theorise, overcome difficulties and solve problems" (p. 17). Furthermore:
Good health and wellbeing provide a necessary foundation for children's learning and development, but they do not of themselves guarantee children's successful engagement with learning, or the development of desirable outcomes. It is necessary to consider the holistic way children learn and grow and the integration of health and wellbeing indicators with other important dimensions of the child's learning experience. (p. 17)
The ERO recognises that health experiences are to be understood in terms of the influence of home, community and centre. The indicators require that good health is promoted, and that this will be evident in sensitivity to individual routines, opportunities for self-management, learning about being healthy, and that there is strong communication between adults (ERO. 2004). In terms of the distinction between promoting and experiencing good health the ERO notes:
The distinction between outcome and process indicators is not necessarily always clear-cut. An example of the difference can be seen in the broad goal of "promoting children's health and wellbeing". The early childhood service practices and beliefs that are likely to contribute to a safe and secure environment are examples of process indicators. Whether or not children's health and wellbeing are actually promoted is an example of an outcome indicator. (ERO, 2004, p. 11) Early Childhood services are also governed by the nation's 2008 Early Childhood Regulations. The Regulations furnish the sector with additional evidence of the whereabouts of health in the curriculum. The regulations clarify that being an educator involves being attuned to the health and safety of children. Licensed early childhood services require approval from the Director General of Health (or appointee) in relation to the Regulations, which include "minimum standards … to ensure the education, care, health, comfort, and safety of children attending licensed early childhood services" (p. 32).
More recent attention to health has included case study examples of the principles in action. For wellbeing these show evidence of children happy and playful with a focus on emotions and responsibility for self (Lee, Carr, Soutar, & Micthell, 2013) . Meanwhile research on professional educational knowledge by Meade et al. (2012) refers to health in terms of centres being observed to have ineffective primary caregiving systems for infants and toddlers, and that this impacts on "healthy attachments" (Meade et al., 2012, p. 44 ).
In the work addressed briefly above, the idea of health in the curriculum is productive and is inclusive of both the medical/preventative and educational/promotional concerns with health. An expansive and holistic understanding of health is evident as a possibility. This understanding draws together a wide range of views on childhood and of the relationship between child and society. However as noted above there is a concern that curriculum practice does not match curriculum purpose in relation to health. In other words, wellbeing and more specifically health, is a loose strand in Te Whāriki. The next section uses the work of Foucault to explore why this might be the case, returning to the idea that there is an historical tension between health and education.
Foucault, health, self and government
The development of health and education as disciplinary mechanisms through which the body and mind are known and governed fit within the same purpose of government (Foucault, 1991) . Both health and education have been a site of contestation in relation to power/knowledge (Foucault, 1994a) and so both have been open to critique from a Foucauldian position.
Foucault was interested in the formation of the healthy and educated subject and so his work provides an important approach to exploring the whereabouts of health in the early childhood curriculum. Foucault worked with the idea of the care for the self as a result of his study of the ways in which selves are constructed through relationships of government and through which power and knowledge are intimately connected (Foucault, 1994a) . Of particular interest was a concern with readings of power and governance that simplified and in a sense neglected or negated the possibility of resistance to power. For Foucault not only was such resistance possible, he questioned the possibility of its opposite, total domination (Foucault, 1994a).
Care has been seen as something that occurs naturally at the same time as it has been the object of disciplinary mechanisms intent on ensuring that the natural tendencies to care are applied appropriately (Moss, 2006) . Care, education, and health become rationalised in particular ways through the development of liberal and then neoliberal forms of government (Foucault, 1991) . The idea of the self-managing individual is very emblematic of this technology of self and can be seen in the ways that individuals, as human capital, provide for the effective running of economic systems through regular self-assessment of their health.
Fixed ideas of health are a problem in the way such knowledge serves as the only kind of knowledge we can have about health and wellbeing, and about the whereabouts of health in the early childhood curriculum. The early childhood curriculum and associated documents and theories of learning (particularly learning through play) create the horizon in which the child and adult understands herself and the purpose of her learning and the purpose of her being healthy. These documents as sociocultural institutional artefacts construct the child and the adult as particular kinds of carers and learners however the child and adult are "not ultimate givens, therefore we can change" (Marshall, 2001, p. 84) .
If the self is not an individuated object or substance, but is, rather a form, or something conceptual, then our conceptualising of ourselves at any particular time may take up difference, in a complex interplay of intellect, character and action. (Marshall, 2001 , p. 85) So Foucault's work questions how health in the early childhood curriculum operates as a 'truth game' (Foucault, 1994b, p. 224 ) that constructs both the child as a healthy learner and the teacher as a health worker. The way in which children experience their health and education is a critical element of this interplay. The child learns to think of herself as having a health, of the ways in which her health defines her, defines self, defines other, and defines relationships.
In the development of early childhood curriculum, the whereabouts of health is then also a whereabouts of self and other, a knowledge of particular manifestations of thinking and being. The institutional mechanisms that operate behind these manifestations are of particular interest here. When they are screened, hidden from view, what is going on? One task for a new curriculum community is then to question the politics of health and education. The challenge for the community is to avoid the polemics that have led to the fracturing of the community.
A further task is to consider how the engagement in question, concerning health, are a kind of care of the self. Foucault suggests that care of the self "implies a relationship with the other insofar as proper care of the self requires listening to the lessons of a master" (Foucault, 1994a, p. 287) , an element of education more recently identified by Biesta (2014) . A knowledge of one's health in care of the self requires a mentor who engages with the health of the child, not in terms of making the child into a fit and healthy being but rather in terms of the opening up of spaces. Both Biesta (2014) and before him Marshall (1987) talked about the importance of making wise judgements as teachers. Additionally the relationship to the curriculum that is a matter of making wise judgements is one in which teachers "know and understand better the structures in which their professional activities are embedded, and the social roles which they perform" (Marshall, 1987, p. 24) . Care of the self is then an attention to the ways in which health and education construct, govern and regulate self and other. Care of the self is an instance of asking questions about health, of opening up the spaces and keeping them open. The child's learning about her health is active rather than passive, she is not understood as a docile patient who needs to be treated, but who is actively engaging in understanding and caring of self. That she recognises the whereabouts of her health in the curriculum is the critical point of the curriculum. These spaces need to be opened up in order to ensure that aims of health and education are not reduced to, or limited as, economic discussions of human capital (for a critique of Human Capital Theory and ECE in Aotearoa New Zealand see Stuart, 2013) .
The whereabouts of health is connected to the whereabouts of the principles and, as health and wellbeing cuts across each principle, it is important to engage with each principle: family and community, relationships, holistic development and empowerment. The whereabouts of health is a debate in which, Davis (2010, p. 298) wonders, "responsibility for the world" may be eroded and that, it follows, could be an erosion through talk about health as the object of increased regulation. Regulating centres with systems of audits teaches centres how to pass the audit, moving teachers, resources and children around to ensure that they pass (see for instance May, 2009) rather than focusing on open conversations about how things are going and what support can be provided.
Te Whāriki requires that an early childhood centre be knowledgeable about health and wellbeing. It specifically states that adults "working with children should have a knowledge of Māori definitions of health and wellbe-ing and an understanding of what these concepts mean in practice" (MoE, 1996, p. 46) . However it is questionable whether adults working in early childhood centres are encouraged or supported to develop their understanding of any concepts related to health and wellbeing (Hayden & Macdonald, 2000) . This is not to say that teachers have no such concepts and associated working theories, but rather that the contemporary work of teachers invites very little, if any, questioning of what health means, and with whom to engage in regular, sustaining, and applicable talk about health (Hayden & Macdonald, 2000) .
Conclusion
For the pedagogue, learning, care and upbringing (a typically pedagogical term) are indivisible activities; these are not distinct fields that must somehow be joined up, but interconnected facets of life that cannot be envisaged separately. (Moss, 2006, p. 32) This paper has explored relationships between health and education through thedevelopment of early childhood curriculum -tracing back briefly through the development 20th century and exploring in more detail the role of wellbeing in the Aotearoa New Zealand curriculum, Te Whāriki. Different, at times competing, approaches to understanding the nature and purpose of early childhood education in terms of care, health, wellbeing and education have been analysed with a particular interest in where and why these approaches might come from; and what divergences might mean for the idea of a 'holistic' curriculum. It is this thinking about, and questioning, the idea of holistic that has an important role for early childhood centre communities.
The function of thinking of curriculum in a holistic way serves multiple important functions. Firstly, each of the strands and principles interrelate and so we are invited to understand how for instance the strand, "Exploration," relates to all other principles and, arguably, strands. In addition, in the curriculum document "holistic" means "tending, as in nature, to form a unity made up of other 'wholes', where the new unity is more than the sum of the parts, and in which each element affects, and is affected by, each other element" (MoE, 1996, p. 99 ). This approach is explicitly referenced to Bronfenbrenner's ecological systems theory as an important foundation of the document and in particular, the specific knowledge that the adult's environment, or teacher's healthy working conditions, are critically included within the systems of influence upon a child's "learning environment" (MoE, 1996, p. 19) . The holism is also evident in the ways in which early childhood centre communities are governed to make their own decisions about application of the strands and principles. "Any curriculum approach is useful only if teachers make the ideas their own by adapting and recontextualizing them in their own context. Children have to do this too, and teachers notice them doing it" (Lee, Carr, Soutar, & Mitchell, 2013, p. xi) .
In this sense the inclusion of the holistic development principle emphasised the politics of pushing back against psychology and health, "for defining education, beyond traditional categories, for instance, of physical cognitive social and emotional skills" (Lee, Carr, Soutar, & Mitchell, 2013, p. 21 ). This does not mean that there is no attention to a child's wellbeing and that the health of the child is not considered. The sociocultural framework has pushed hard against technical and rationalistic approaches to education and so health and wellbeing are a problem if knowledge about these things is associated with the more technical and rational sciences -sciences that seek to objectivise both the environment and the individual in the interest of a more efficient educational production line. It is in this kind of context that standards become a problem. In particular the model pushed hard against any "stage or levelled view of development" (Lee, Carr, Soutar, & Mitchell, 2013, p. 21) at the same time as acknowledging that infants, toddlers and young children were not the same.
To think of health educationally and educational healthily is in part the purpose here so that each concept and experience is widened. Holism then does not mean everything becoming the same. Through widening there is more scope for resistances to how health and education have been used not to support but to exploit children and those that work with children. The connection of health to education is complex. We understand that through education we learn about health, and also that our educational experiences have an impact on our health experience. The purpose is not to replace one essentialising view of health with another, but rather to open up the notion of health, to make space for discussion and debate and action about different understandings of health. Part of the problem then is the definition of what it means to be a teacher, a parent, a nurse, a caregiver and also an adult -this is a problem that we can engage in constructively when we are asking openly about the whereabouts of health in the early childhood curriculum.
